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1.  PURPOSE OF REPORT 
 

This paper is coming to the Sub-Committee: 
 

For approval  For endorsement  To note  

 
2. ROUTE TO THE IJB Sub-Committee 

This paper has been: 
 

Prepared   Reviewed   Endorsed   

 
2.1 The paper was prepared by the Head of Planning, Performance and Quality Assurance and 

agreed by members of the Senior Leadership Team.  
 
3. RECOMMENDATIONS 
 
3.1 The Sub-Committee is asked to: 

 Note the progress made in maintaining and further developing the positive balance of care in 
North Lanarkshire, in line with the Strategic Commissioning Plan, 2020-23.    

 
4. VARIATIONS TO DIRECTIONS 
 

 
 The work outlined is included within the directions sent to both partners as part of the 

Strategic Commissioning Plan, 2020-23.  
 
5. BACKGROUND/SUMMARY OF KEY ISSUES 
5.1 Background 
5.1.1 The Health and Social Care Partnership is fully committed to ensuring that people are 

supported to live full and active lives in their own homes and localities, minimising the use of 
hospital settings. This report is to update Committee of the wide range of developments 
currently underway and progress towards full implementation.  

 
5.1.2 During our public consultation exercise on the Strategic Commissioning Plan, the top three 

priorities identified were: 
 

Yes  No  N/A  
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 People should be in control of the care they receive and it should meet their needs 

 People are supported to maintain independence and manage their care needs 

 People are supported and helped to avoid preventable conditions 
 
5.1.3 The Plan identified key ambition statements, with maximising independence, supporting 

people to live well in connected communities and focusing on what matters to people key 
emergent themes.  

 
5.2 North Lanarkshire’s Balance of Care 
5.2.1 There has been a very long journey in North Lanarkshire of developing our services and 

supports to enable people to live as long as possible not just within the community, but 
connected to the community. This has been achieved in the main through individualising the 
arrangements to suit each person and the people important in their lives.  

 
5.2.2 The work undertaken shows through strongly in our national benchmarking, with rates of 

Care Home usage well below the Scottish average: 
 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.2.3 This is further emphasised in the percentage of adults with long term needs receiving 

personal care at home: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.2.4 Some of the key developments supporting this agenda are noted below.  
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5.3 Planned Date of Discharge 
5.3.1 The overarching goal of introducing Planned Date of Discharge (PDD) within hospitals is to 

ensure patients, families and carers work together with health and social care partners to 
ensure expectations of discharge are person centred and realistic, providing the opportunity 
for families to anticipate discharge and to plan.  

 
5.3.2 PDD has been developed to ensure more people receive a planned date for discharge as 

early in their hospital journey as possible. The emphasis is on fully integrated person-centred 
care in their local communities rather than remaining in acute settings when medically fit for 
discharge, maximising opportunity for individuals to have good quality lives at home and 
avoid long stay in hospital. Setting the date early also means more meaningful engagement 
with service users and their families as to expectations and what they also need to plan 
ahead. 

 
5.3.3 Following a whole-system (North and South partnerships and acute colleagues) visit to NHS 

Tayside, work has commenced to roll out the Planned Date of Discharge in Lanarkshire. The 
South partnership commenced this work in June in Hairmyres, with the whole site now 
operating the model and delayed discharges more than halved through the process.  

 
5.3.4 A pan-Lanarkshire Implementation Board has been established, along with Implementation 

Groups in each of the three acute sites, to roll out the methodology consistently between 
the two partnerships and 3 sites. In addition, in North Lanarkshire we have now established 
a daily call with hospital and Locality staff and other partners including Housing and the 
Equipment Store, to review every Planned Date of Discharge case (and all other delayed 
discharges) to ensure planned arrangements are in place to support timely discharge.  

 
5.3.5 While still early days with 3 wards in University Hospital Wishaw and 2 wards in University 

Hospital Monklands operating in this way, we have seen the average number of people 
waiting in hospital move from around 120 in August to around 65 people in October. 

 
5.4 Integrated Rehabilitation Teams (IRTs) 
5.4.1 The IRT model was rolled out in October 2018 with multidisciplinary teams comprising of 

both NLC and NHS staff including Physiotherapy, Occupational therapy and therapy assistant 
staff across the 6 localities. The primary aim of the teams is to provide a range of specialist 
rehabilitation to enable maximum personal outcomes and wellbeing for the people in North 
Lanarkshire. The teams provide prompt rehabilitation responses to support early discharge 
planning from hospital or, where possible, help avoid hospital admission. The Rehabilitation 
Teams are also involved in initial screening and assessment for home support and 
reablement services. 

 
5.4.2 Some of the staffing identified came from the acute sector, with the aim of shifting the 

balance of care towards community. The teams also have direct access and collaboration to 
Hospital@Home to send and receive referrals. 

 
5.4.3 Since the introduction of the IRTs, our data suggests an increase in capacity in the range of 

25% through use of our prioritisation framework and reduced duplication between 
professions.  

 
5.4.4 The IRTs have played a crucial role in supporting the development of the Discharge to Assess 

methodology in North Lanarkshire. Coordinators have been put in place in University 
Hospital Monklands and University Hospital Wishaw to identify patients who require AHP 
assessment and then refer these individuals home via Discharge to Assess with wrap around 
supports. The partnership has supported around 500 discharges using this methodology, 
with an average 5 bed day saving per case.  
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5.4.5 NHS Near Me virtual clinics were initially introduced to IRTs to test alongside Making Life 
Easier (MLE) clinics. They were then developed in April 2020 in response to COVID-19 
restrictions, which included cessation of all Priority 3 and 4 face to face service user contact. 
A small Test of Change was completed in North IRT over a 3 week period.  

 
5.4.6 The introduction of Near Me clinics to the IRTs has been a hugely beneficial development to 

the service, enabling some non-urgent referrals to be assessed and managed effectively. This 
has reduced waiting times and numbers, managed the risks of service users and helped to 
reduce the risk of further deterioration and hospital admissions.  

 
5.5 New Model of Home Support 
5.5.1 The partnership is currently progressing with the implementation of the second phase of the 

new Home Support model, which will see the introduction of electronic dynamic scheduling 
to the service. This will see a centralisation of management for the Locality services, with the 
scheduling system anticipated to create a 10-20% efficiency saving with the service, creating 
additional capacity for assessment and reviews and meeting increasing demand.  

 
5.5.2 The Dynamic Scheduling tool is part of North Lanarkshire Council’s DigitalNL programme and 

is being developed in conjunction with colleagues in Housing.  
 
5.5.3 The first phase of the redesign saw the expansion to two Reablement teams in every 

Locality, to ensure any referrals for new or increased packages of care could be supported 
with up to 12wks of Reablement to maximise independence before moving towards any 
ongoing care package. Since this development, over 70% of new or increased packages of 
care have commenced with Reablement with over 45% of those requiring no ongoing 
package of care at the end and a further 30% requiring a reduced package of care.  

 
5.5.4 The Reablement service has also provided proactive supports to enable Discharge to Assess 

cases to be discharged into the community safely.  
 
5.5.5 The service is also continuing to develop in the direction of Self-Directed Support whereby 

older adults will be supported through the same individualised approach as younger adults, 
opening the potential for new and innovative approaches to meet needs.  

 
5.5.6 The redesign of the model of home support in North Lanarkshire is a key driver to increasing 

choice and control for older adults. The development of local authority services has been 
paralleled with the independent sector providers with shared development sessions and 
regular meetings to ensure a partnership approach to meeting ensuring an increasingly 
person centred response.   

 
5.6 Self-Directed Support 
5.6.1 Experience of implementing SDS (Self Directed Support) in North Lanarkshire extends 

beyond when the Act came into force in 2014. Individual budgets based on the impact of 
disability have been the main operating system for adults with complex ongoing support 
needs since 2010. In North Lanarkshire, SDS has always meant ensuring that people have as 
much choice and control as possible in achieving outcomes. The approach is based on 
promoting independence and social inclusion and minimising reliance on paid support. It is 
also important that achieving outcomes is considered in the context of the whole family as 
far as possible and where this is important to the person with disability. Ensuring that unpaid 
and family carers are actively involved in thinking about how best to achieve outcomes 
ensures choice and control for them too. In some circumstances, individual budgets for 
carers are also available for use. 

 
5.6.2 As a whole system approach, achieving positive health, wellbeing and inclusion is not just 

about services and supports. SDS adopts an assets based approach to people’s own abilities, 
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interests and strengths; it recognises the importance of people’s own social capital with 
family, friends and relationships being one of the most important factors in people’s lives; 
requires local communities to be welcoming and inclusive, recognising the important role of 
universal and 3rd sector services; as well as encourages openness and transparency in the 
allocation of individual resources available to organise more formal supports where people 
have priority 1 or 2 needs. 

 
5.6.3 A range of services and supports focus specifically on supporting people with disabilities 

including physical disability, long term conditions, mental health difficulties, learning 
disability or frailty and their families to be as independent as possible. The integrated 
rehabilitation teams, reablement teams and locality support services in particular focus on 
rehabilitation with a preventative and early intervention approach which reduces the 
reliance on individual budgets. There will be an increased focus on these teams working 
more intensively with service users to build resilience, independence and self-management 
through their wider community, including third sector supports, reducing the demand on 
individual budgets. 

 
5.6.4 For people eligible to receive ongoing support because they have Priority 1 or Priority 2 

needs, a Guided Self-Assessment is used alongside a formal outcomes based assessment to 
identify an indicative budget to inform planning. The Guided Self-Assessment is designed to 
capture the impact of disability and identify a realistic indicative budget. The format of the 
Guided Self-Assessment has sought to ensure that people with broadly similar needs get 
broadly similar allocations of resources in an open and transparent manner. 

 
5.6.5 The importance of the mixed market of provision to support genuine choice and control for 

people has seen a significant investment in the relationship with the 19 independent sector 
providers on the Self Directed Support Framework. This relationship has matured the whole 
system approach to genuinely focusing on outcomes rather than outputs, moving away from 
a time and task approach to support which offers greater flexibility to achieving outcomes. 
This partnership approach has also seen a very positive response to risk enablement, 
promoting inclusion and connection, and incorporating digital responses, all of which 
requires trust, co-operation and a partnership approach between all stakeholders.  The 
operating model supporting individual budgets has also developed to ensure financial 
stability for providers whilst ensuring best value for people considering the use of their 
indicative budget. 

 
5.6.6 Choice and control is further promoted through the option of people receiving their 

individual budget as a direct payment. Proportionately the number of people who choose 
this option remains small because choice and control can be achieved in the ways described 
above. Less than 200 adults opt to assert choice and control through the route of a direct 
payment. Support and advice in relation to establishing and managing a direct payment is 
offered independently, including the option of support to manage a payroll.   

 
5.7 Carer Support 
5.7.1 The Carers (Scotland) Act 2016 came into force on 1st April 2018. The Act was built upon 

existing legal rights for Adult Carers and Young Carers in Scotland as well as introducing new 
rights. The aim of the Act was to support Carers through offering a personalised approach to 
any support required in their caring role and to try to minimise the risk of future crisis, both 
for the Carer and Cared for person. 

 
5.7.2 The Adult Health and Social Care Committee agreed to a contract award for North 

Lanarkshire Adult Carer and Young Carer Support Services on 14/02/2019. The Contract was 
determined to meet the Council’s duties and responsibilities under the Act. Providers were 
commissioned as follows: 

 



6 
 

 Direct support for adult carers: Lanarkshire Carers - Lanarkshire Carers is a carer led and run 
organisation providing awareness raising, engagement, information, advice and direct 
support services to carers. They deliver wrap around, comprehensive, provision for carers in 
North Lanarkshire, complemented by Lanarkshire wide activity. Locality based, co-located 
carer support workers deliver outcome focussed Adult Carer Support Plans, emotional, 
practical and financial support enhanced through a dedicated Black and Minority Ethnic 
Carers service with staff able to speak four languages and providing information in Urdu, 
Polish, Arabic, Punjabi, Chinese, Large Print and Braille. Their Short Breaks Bureau provides 
information for carers and professionals as well as access to a range of direct grants for 
carers.  

 Carers campaigning, information and representation services: North Lanarkshire Carers 
Together - North Lanarkshire Carers Together is the overarching carer information service in 
North Lanarkshire, overseeing a range of information and advice services relevant to carers’ 
needs. They work in partnership with health and social care, community and voluntary 
sector colleagues to identify and to support hard to reach carers. Their services include: 
income maximisation, advice, health and wellbeing, emergency planning, community and 
carer supports. The service provides a network for carers to represent individual and 
collective issues that influence and contribute to policy development, service provision and 
evaluation both locally and nationally.  

 Young Carers Support Services: Action for Children Young Carers Service - North 
Lanarkshire Young Carers Project supports young carers aged 8-18 (or age 18 and still at 
school). They raise awareness, identify and provide direct support to children and young 
people who look after or help to look after someone in their family who is unwell or 
disabled, including children caring for parents who have mental health or substance misuse 
problems. The direct support they provide includes: Young Carers statements, personal 
support, advice and guidance, individual and group support, trips and activities during school 
holidays, help to access specialist services, help to access universal services such as leisure 
and youth services.  

 Community Solutions Programme: Voluntary Action North Lanarkshire -  Through the 
Community Solutions programme, a strategic funding programme for the community and 
voluntary sector managed by VANL, the third sector interface in North Lanarkshire, North 
Lanarkshire Council has invested in a number of condition specific, locality based services 
which offer information, activities and support to carers. 

 
5.8 Community Solutions 
5.8.1 Since the onset of the Reshaping Care for Older People programme, North Lanarkshire has 

had a vibrant programme in conjunction with the local Third Sector Interface, Voluntary 
Action North Lanarkshire.  

 
5.8.2 As part of the Integration Review in 2019, the programme was evaluated by the 

Improvement Service, which noted both the robust governance structures in place and the 
positive outcomes for service users.  

 
5.8.3 The programme utilises eleven project hosts to guide best practice (e.g. in physical activity; 

healthy eating; anticipatory planning; transport etc) and six locality host organisations to 
ensure a truly community led approach. There is a devolved budget of £1.14 million from 
the Health and Social Care Partnership together with a number of additional funds totalling 
£1,390,000, which are then directly invested in organisations and community groups with 
countless others receiving support from other means such as capacity building, training and 
organizational and volunteer support.  

 
5.8.4 Investment ranges from micro-investment (£300-£5000) and matched funds, to strategic 

investment in projects of up to £75,000. The programme approach ensures that all activity 
links to Partnership outcomes and that best value is achieved. Additionally, the programme 
is able to use its budget to leverage a significant, although variable, amount of additional 
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funding and in-kind contributions. In 2019/2020 a conservative estimate of additional 
income leveraged totalled £743,383. This excludes the new funding generated in 19/20 for 
implementation from 20/21 onwards of £627,887, which will be increased as the year 
progresses. 

 
5.8.5 The programme has a long-established outcome framework, which demonstrates the wide-

reach: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.9 Hospital at Home 
5.9.1 The Hospital at Home service commenced in North Lanarkshire in 2011 through the 

Reshaping Care for Older People programme, initially covering the Monklands Hospital 
catchment area and then further expanding to cover the whole of North Lanarkshire.  

 
5.9.2 Hospital at Home provides acute care within the patient’s own home, with a commitment to 

be in the patient’s house within an hour of referral.  
 
5.9.3 Patients are initially seen by a Band 4 Practitioner who undertake ECG and bloods as well as 

observations. The patient is then seen by a Band 6 H@H Practitioner who takes a fully 
history and conducts an examination, as any junior doctor would do. Following this, the 
patient is seen by a Consultant Geriatrician who assesses the patient in their own home and 
discusses a treatment plan.  

 
5.9.4 Patients can be referred for hospital investigations as though there are in a hospital bed. Any 

rehabilitation or further support is arranged in the house. Patients are discussed at the daily 
multidisciplinary team meetings until discharge back to their GP.  

 
5.9.5 The service operates with around 38wte, providing 64 virtual beds across Lanarkshire and 

supporting over 250 referrals per month. Average length of stay is around 5 days.  
 
5.9.6 We continue to develop the links between the Hospital at Home team, Primary Care and 

Localities as part of the integrated service offering in North Lanarkshire.  
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6. CONCLUSIONS  
6.1 While North Lanarkshire has made significant progress in supporting a positive balance of 

care, we still aspire to develop this further and the range of programmes identified above are 
central to achieving the ambitions set out within the Strategic Commissioning Plan.  

 
7. IMPLICATIONS 
 
7.1 NATIONAL OUTCOMES 
7.1.1 This paper covers all nine national health and wellbeing outcomes, but particularly outcomes 

one and two. 
 
7.2 ASSOCIATED MEASURE(S) 
7.2.1 There are a range of associated performance measures within both the national outcome 

indicators and our own local performance framework.  
 
7.3 FINANCIAL 
7.3.1 The funding against each of the elements listed above is included within the existing 

Strategic Commissioning Plan.  
 
7.4 PEOPLE 
7.4.1 A significant engagement exercise was undertaken as part of the development of the 2020-

23 Strategic Commissioning Plan.  
  
7.5 INEQUALITIES 

EQIA Completed: 
 

Yes  No  N/A  

 
EQIA’s have been completed as required for the different programmes listed.  

 
7.6  CARBON MANAGEMENT IMPLICATIONS 
  

Yes  No  N/A  

 
 
8. BACKGROUND PAPERS 
 
9. APPENDICES 
 
  

 
 
............................................................................. 
CHIEF ACCOUNTABLE OFFICER (or Depute)   
 
Members seeking further information about any aspect of this report, please contact Ross McGuffie 
on telephone number 01698 752591 


